ABSTRACT OBJECTIVE: The objective of this report was to demonstrate main clinical and histopathologic intraosseous mandibular lipoma features by taking a look at a specific case. CASE DESCRIPTION: A case of intraosseous lipoma in the anterior jaw of a 27-year-old woman is reported. CONCLUSION: The treatment of choice was surgical enucleation of the lesion, since recurrences have not been reported in the literature.
INTRODUCTION
Lipoma is a benign tumor presenting mature adipose tissue, without atypias. Its frequency in the oral cavity ranges from 1% a 4.4% [1, 2, 3] . Its most common location is subcutaneous but can also be found in bones and muscles.
Etiology of this lesion is unclear, in long bones, some authors have related it to nutritional problems and strokes. These same causes may result in the presence of this lesion in the mandible, where the inferior dental artery is the only irrigation source, which is why blocking it may cause infarction areas where fat cells accumulate and give rise to a lipoma. Trauma or mechanical factors that increase venous pressure are also considered as possible etiologic factors in the development of these lesions [2, 6, 7] . Other authors also indicate that lipomas correspond to final stages of infectious or inflammatory processes [6] .
According to literature, Intraosseous lipoma frequency is less than 0.1% in osseous tumors [6, 7] . In long bones, it is most commonly found in the Metaphysis, followed by the epiphysis or diaphysis areas. Other affected bones include the hilum, sacrum, vertebrates and skull bones. The objective of this report was to demonstrate main clinical and histopathologic intraosseous mandibular lipoma features by taking a look at a specific case.
CASE REPORT
Female patient, 27 years old, with no morbid history, consults orthodontic treatment. A panoramic radiographic examination is performed, showing a partially corticalized, radiolucent, oval shaped area with defined limits, located in the anterior section with respect to teeth 4.1, 3.1, 3.2, 3.3 ( Figure 1) . No signs or symptoms associated with the injury were presented. The teeth in relation to the injury were vital. Cone beam computed tomography (CBCT) exam was requested, which showed a 2cm x 3cm hypodense lesion, presenting hyperdense sclerotic osseous tissue in the peripheral area. The diagnostic hypothesis was a traumatic osseous cyst (Figure 2) .
Lesion excision was performed through a biopsy. A histopathological study showed fat cells with a fibrous connective tissue capsule, characteristics compatible to an intraosseous lipoma (Figure 3) . 
DISCUSSION
Lipoma is a benign soft tissue tumor, which presents mature adipose tissue and affecting any body part. It is most commonly located in the subcutaneous level, where they are clinically presented individually, well circumscribed and with slow growth behavior. In contrast with this presentation at a subcutaneous tissue level, you can find intraosseous lipoma, which is a lot less frequent and one of the rarest primary benign bone tumors (0.1% of all bone tumors) [2, 3, 4] .
Most intraosseous lipoma cases have been located in the diaphysis and epiphysis of long bones, as well as in calcaneus bones.
Specific anatomic locations within the oral and maxillofacial region include the parotid region, buccal mucosae, lips, submandibular region, tongue, palate, floor-of-mouth and vestibule. Infrequent locations of orofacial lipomas include the maxillary bones, especially the mandible [9] .
Occasions are much more frequent at a mandibular level and since 1948 only 19 cases have been reported so its etiology and characteristics are difficult to specify [2, 4] .
Although the number of reported cases is quite small, it becomes apparent that there is a slight predominance for females (1.4:1), within a 20 -65-year age range, and more commonly in their forties and fifties [2] .
Clinically, most cases are asymptomatic and correspond to radiographic findings. However, depending on size, location and relationship to neighboring anatomical structures this lesion, can be detected by pain, increases in volume and neurological alterations [1, 2] .
Radiographically, it is presented as unilocular or multilocular radiolucent areas with defined limits and sclerotic borders. In some cases, radiopaque zones have also been seen at the center of lesion areas [1, 3] .
The defining histopathologic features of intraosseous lipoma are the early resorption of trabecular bone and the presence of fat. Milgram introduced the staging system for intraosseous lipoma, which is based on the ratio of viable to necrotic fat cells within the lesion. The progression of Milgram's three stages is produced by the increase in intralesional pressure as a result of cell proliferation. In the final stage, a formative reaction of bone tissue is generated along the periphery of the lesion [10] .
There are no reported recurrence cases or malignant transformations in intraosseous lipomas affecting maxillary bones, however, two recurrence cases and four malignant transformations have been reported in long bones, for which the recommended treatment is surgery, either by curettage or local resection [2, 3] .
Based on clinical and radiographic lesion characteristics, differential diagnosis should be made for cement osseous lesions, central giant cell granulomas, Keratocystic Odontogenic tumors, odontogenic myxomas, simple osseous cysts and osteoporotic defects [1, 2] .
Some authors sustain that the etiology of this lesion is associated with trauma, strokes and inflammation. In this case the patient did not report any accidents that could have been associated to the injury, but the patient was in orthodontic treatment more than a year before lesion diagnosis.
According to case revisions, only four have been presented in the anterior area, the Darling and Cakarer cases being most similar to the case being presented, in relation to gender, imaging, location and clinical presentation.
Due to low frequency and scarcity of intraosseous lipoma cases reported in literature, it is difficult to pinpoint presentation form and clinical behavior [ 4] . The treatment of choice is surgical enucleation of the lesion, since recurrences have not been reported in the literature [11] . 
